Diffuse peritonitis is a common cause of death. According to the Registrar General it caused 4,311 deaths in England and Wales in 1958. Recent estimates of overall mortality have varied from 'less than 10%' (Till, 1954) to 33-3 % (Menzies, 1961) . In 
RESULTS
The causes of diffuse peritonitis in the 665 patients studied are shown in Table I . As might be expected over one-third of the cases were due to appendicitis and about another third due to perforated duodenal ulcer. The ratio of perforated duodenal ulcers to perforated gastric ulcers was 5.8:1. In Table I The overall mortality for appendicitis with diffuse peritonitis was 3-6 %. In perforated duodenal ulcers mortality rose steeply after the age of 60 years. The mortality rate in women was considerably higher then in men. The overall mortality in this group was 15.5 %. The number of perforated gastric ulcers is comparatively small, but mortality rises steeply with age and is much higher than that for perforated duodenal ulcer in all age groups. The mortality in females was less than in males. The overall mortality for this group was 46.5 %. The results for diverticulitis are unexpected in that the mortality of male Hawk, Becker, and Lehman (1950) quote a mortality rate of 7.5 % in 80 cases. Rees (1952) quotes a mortality rate of 12 % in 16 cases. None of these authors gives the age incidence of the patients studied. It is generally conceded that the mortality rate is lower than 20 years ago, though it is difficult to find strictly comparable groups to show this. The comparatively low mortality rate is probably due to a number of factors: the causal lesion is completely removed (c.f. diverticulitis); there is a gradual invasion of the peritoneal cavity (c.f., perforated peptic ulcer). The operation is usually carried out through a McBurney incision which probably has fewer complications than a paramedian or midline incision (Allen, 1937; Taylor and Hodges, 1941) .
The treatment of perforated duodenal and gastric ulcers by gastric resection has been discussed by Lowden (1 952) and by Desmond and Seargeant (1 957) . Although no decrease in mortality has been shown there is a decreased morbidity in the short-and longterm follow-ups. Kozoll and Meyer (1960) and 1,e185 patients with perforated duodenal ulcers. They showed the effect of age, sex, and the diagnosis on the prognosis. As in the present study, they found that at all ages and in both sexes perforated gastric ulcer had a much higher mortality rate than perforated duodenal ulcer. The mortality rate among females was higher in all age groups. This shows the fallacy of grouping gastric and duodenal perforations together for comparative purposes. Unlike this series the mortality rate in perforated duodenal ulcers rose from the third decade onward, whereas in the present study the rise occurs in the sixth decade. It is interesting to note the ratio of perforated duodenal to gastric ulcers was 1.6:1 compared with 5:8-1 in the present study. Rogers (1960) does not distinguish between gastric and duodenal ulcer patients but confirms the rising mortality with age and the increased mortality in female patients. The mortality rate from perforated diverticulitis is high, and although the present series is small (28 cases), previous authors have usually had similar numbers. Smithwick (1942) quoted 42 cases, Brown and Toomey (1960) 41 cases, and Bevan (1961) 23 cases. They all emphasized the high mortality rate but gave no breakdown for age. Thus, because of the small numbers it is very difficult to assess the results of clinical trials or alternative methods of treatment. The more aggressive approach advocated by some authors (Babington, 1948; Brown and Toomey, 1960) towards uncomplicated diverticulitis has much to recommend it in view of the high morbidity and mortality caused by the complications. However, some of our patients denied any history of bowel trouble; thus such a policy would have only a limited effect on the prevention of such complications as diffuse peritonitis. The present method of treatment of diffuse peritonitis secondary to diverticulitis coli by transverse colostomy and drainage of the inflamed bowel is not always effective. As Smithwick (1942) points out, despite a proximal defunctioning colostomy, the phlegmon of diverticulitis is self-perpetuating in some 25 % of patients. Ryan (1958) successfully performed resection and end-to-end anastomosis in four patients; however, this method could not be recommended in all patients, especially the very ill, obese patient. Perhaps a modified Hartmann's operation might be worth a trial; this would remove the origin of the infection and avoid the necessity of any colonic anastomosis. Sames (1961) has used this method for dealing with obstructed carcinoma of the left colon, with great success.
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